MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ; .63_039919

DEFARTMENT OF PUBLIC HEALTH AND WEL PARE / STATE FILE
ILE NUMEER
Regist e o _ i
DO NOT WRITE AMENDED i3, r;nlon P_I!"!IE" Nﬁ A N YA L —Primary Registration District No === Regisrrar’s No. ___ 17 4 i
ON THIS STUB T O OO L Ta Uy

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whe_ru deceased livad. If institution: Residence before
«- cownry  Jackson o STATE Miggouri b CONY Caldwell  edmisien
b. CI'I"IY {If outside corporste limits, give TOWNSHIP anly} Length of slay In |k e. CITY Insicde Limirs
- OR
town Kansas City 4 Weeks town Hamilton Yes Y No O

€. FULL NAME OF [1f NOT in hospital, give location) Ilnside Limit d. STREE i f i i
HOSPITAL OR { v narde Limits ADDRETSS (if cutside, give locstion) Resida on Farm

instiurion St. Iake's Hospital Yol No [ Yo O NoX

V5 300
Rev. 4/59

“|DATE AMENDED

3. #ME OF IDE)CE.ASED First Middle Last 4. DATE Month Day Yeoar
ype or prin
IRMA E, GOODING/| oim October 13, 1963
5. 3EX 4. COLOR OR RACE 7. Married m Never Married [] |8. DATE OF BIRTH | ¥- AGE [last birthday} [F UNDER 1 YEAR | IF UNDER 24 HR
Female White Widowed [ Divoreed [ 3-15-1900 63 Months | Days | Hours Min.

10a. USUAL OCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and atate or covntry) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, evan if retired)

Home Caldwell County, Mo. U. 5. 4,

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Edward E. Orr Fannie J, Carey Orville Gooding

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Addrews

(Yes, noNaor unknown} ' (If yes, give war or dates of servl 11e ton Mo
D I v i G c o di]lg ]iﬂmil 32 L]

18. CAUSE OF DEATH (Enter only one cause per line INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: 0y . ONSEIP_D DEATH
IMMEDIATE CAUSE (a) uﬁ-{A&/vu-—q P radgan /‘-)/7

=
4
wi
z
3
v
Q
[a]

Conditions, If any, OUE TO {b)
which gave rise to
abowe cause (a),
ttating the under-
lying cause layr. DUE TO (<)

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 1O DEATH but not related to the terminal PART 111, 1f deceased was  femsls  wes
divease condition given in PART | (a) thers a pregnancy in last 90 days.

] O Yes ' 0] No I O Unknown
19, WAS;?SY 20a. ACCIDENT  SUICIDE HOMchle 20b. DESCRIBE HOW INJURY OCCURRED. {Entor nature of injiury In PART | or PART 11 of item 18.)
? m| O
o

PERFQ
YES

20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g.. in or about home, | 20i. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK OJ tarm, facrory, stroet, office bidg., etc.)
NOT WHILE AT WORK [ N

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

4 .
21. | attended the deceased from ] 1 2 3’ to. |‘ [ A i l]’\] amd Jast saw :,;:‘nliva an L2 - ‘A-'-" 3
Death occurred at. 2 - B m on the dats stated abova, and to the best of my knowledge, from the causes stoted.
22c. DATE SIGNED

USE BLACK INK

22a. SIGNATURE (Degree ar title} 22b. ADDRESS

fM Mo. WY a4 pavad o -3}
a. BURIAL, CREMA_ ICN, | 23b. PATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {(City, 1own, or county} {5tate)
Ay ™ | 10-14-63 Highland Cemetery Hamilton, Missouri

24, FUNERAL DIRECTOR ADDRESS 25. DAIE RECD. BY LOCAL REG. |[26. REG|3TRARS SIGNATURE .
Freeman Mortuary, Kansas City, Mo. /o —{ Y o3

wi d Embalmer's § on Reverse Side)

TYPEWRITER RIBBON

SHOQULD READ

Aoy . Robinson MEDicAL CERTIFICATION

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embslmed by me,

or by Student Embaimer No.

working under my personal supervision.

Student,

Signature of Student Embalmer

Licensed Embalmer No. ‘/73 3

P. O. Addressm

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failyre to comply
with the above constitutes grounds for revocation of license}.
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
. _If_thjs, body_is not embalmed, fact should be_so stated above. T




